no associated pyrexia, cough or chest pain and he did not complain of any fatigue, muscular weakness, weight loss, or loss of appetite. He was otherwise systematically well in himself. He is a smoker with a 10 pack year history.
General examination revealed a plethoric face with congested conjunctiva and non-pulsatile prominent neck veins. There was no evidence of clubbing and no evidence of cervical or generalized lymphadenopathy.
Respiratory examination revealed a respiratory rate 30resps per minute, trachea central, bilateral expansion on both side. Percussion note was resonant with good air entry. Other systemic examination revealed no abnormalities.
His chest x-ray revealed bilateral lobulated soft tissue shadow in superior mediastinal region and lateral view showed the retrosternal space to be full. The patient's full blood count, liver and renal function tests were normal, however the lactate dehydrogenase enzyme (LDH) raised 921U/L. Montouex test was also negative. Ultrasound whole abdomen was normal but it did reveal a mild right-sided pleural effusion was whichnot visible on chest X-ray. CT scan of the chest performed showed superior mediastinal mass (Fig.1) CT guided FNAC showed a good number of epitheloid like round cells, some spindle-shaped cells which are compatible with features of thymic carcinoma. (Fig.-2) . After confirming the thymic carcinoma he was referred to Cancer Hospital for definitive mangement.
Discussion
Superior vena cava (SVC) syndrome results from pathologic processes involving the right lung, lymph nodes, and other mediastinal structures, or by thrombrbosis of blood within the SVC 1. In the preantibiotic era, syphilitic thoracic aortic aneurysms and untreated infection were frequent causes of the SVC syndrome 2,3. Subsequently, malignancy (90%) became the most common cause 4,5. More recently, the incidence of SVC syndrome due to thrombosis has risen 5,6. Benign causes now account for 20 to 40 percent of cases of SVC syndrome.
Thymomas account for about 20 percent of mediastinal neoplasms. Most thymoma patients are between 40 and 60 years of age, and there is slight male predominance. There are no known risk factors. Thymic carcinomas account for less than 1 cent of thymic malignancies 8 Symptoms from a thymoma or thymic carcinoma may be due to the presence of a tumor in the mediastinum or may be a manifestation of a paraneoplastic syndrome. Up to one-half of thymomas are diagnosed incidentally, based upon a radiographic abnormality in an asymptomatic patient.
Clinical signs and symptoms are related to the size of the tumor and its effects on adjacent organs (eg, chest pain, shortness of breath, cough, phrenic nerve palsy, superior vena cava obstruction). Less commonly, systemic ("B") symptoms including fever, weight loss, and/or night sweats may be present.
Pleural or pericardial effusions are the most common manifestation of metastatic involvement. Extra thoracic metastases occur in less than 7 percent of patients, most commonly to the kidney, extrathoracic lymph nodes, liver, brain, adrenals, thyroid and bone 9 Metastases to the ipsilateral lung are unusual.
Thymomas are associated with a wide variety of paraneoplastic disorders, the most common of which is myasthenia gravis. These syndromes are seen in 50 to 60 percent of patients, and more than one syndrome may be present.
Thymomas account for about 20 percent of mediastinal neoplasms.
Thymic carcinoma is defined as a thymic epithelial tumor with a high degree of histological anaplasia, obvious cell atypia and increased proliferative activity, which closely resembles carcinoma seen in other organs and is unassociated with immature T cells 10 . Although thymic carcinomas are distinct neoplasms that differ from thymoma, the classification of thymic carcinoma is controversial. A variety of histopathological subtypes of thymic carcinoma have been reported in literature such as squamous cell, spindle cell, lymphoepithelioma like, sarcomatoid, basaloid, small cell, mucoepidermoid, clear cell, mixed and undifferentiated carcinomas 11-16. . Further, Suster and Rosai 17 reported 60 patients with thymic carcinoma and classified them into two prognostic groups based on pathological criteria (low-grade versus high-grade histological type). Thymic carcinoma occurs over a broad age range, with an average of 46 years. Localization of thymoma resembles that of the thymus itself with 75% of thymomas originating in the anterior mediastinum, 15% originating in both the anterior and superior mediastinum, and 6% originating in the superior mediastinum 18 . The other 4% occur ectopically. Diagnosis of thymic carcinoma is suspected by presence of areas of necrosis, hemorrhage, calcification within the mass, or cyst formation; gross invasion of contiguous mediastinal structures and wide spread to involve distant intrathoracic sites and high incidence of extrathoracic metastases. Although paraneoplastic syndromes such as myasthenia gravis, pure red cell aplasia and autoimmune diseases are frequently seen in patients with thymoma but they are extremely rare in cases with thymic carcinoma 14, 19, 20 as seen in our case. The prognosis is often very guarded owing to the propensity of thymic carcinoma to invade adjacent organs: the median survival from diagnosis is around 2 years. 21 Surgery remains the only curative modality, although complete resection is rarely possble, most patients presenting with advanced disease.
Conclusions
Thymic carcinoma is very rare cause of superior vena caval obstruction. It is hoped that this case report will highlight the need occasionally to consider unusual causes for symptoms and signs related superior vena caval obstruction.
